Lumbar disc herniation as one of many etiologies for low back pain is a major cause of morbidity and disability. Until the beginning of 20th century hernia of intervertebral discs were considered neoplastic and were called enchondromas. In 1934, however, a neurosurgeon in Harvard, William Jason Mixter and his orthopedic collegue Joseph Barr with their paper "Rupture of the intervertebral disc with involvement of the spinal cord" were the first ones who established the degenerative or traumatic cause of lumbar disc herniation providing thus the substrate for diagnosis and treatment which releases millions of people from incurable pain. Some years later Nachemson also presented evidence proving the relation between herniation of lumbar intervertebral discs with sciatica.
Still though, lumbago and sciatica are quite often a difficult task for spine specialists.
The correlation between diagnosis of herniated discs and clinical symptoms still creates a lot of controversy. Discogenic pain, due to its favorable spontaneous regression is mainly treated conservatively. Nevertheless in some selected cases, pain is resistant to medical treatment. Surgical discectomy has the risk for recurrent radicular pain known as "failed back surgery syndrome" which is a disabling condition, very difficult to manage. In a selected group of patients percutaneous treatment can be very useful, minimizing the risk of a possible complication.
The purpose of this presentation is to present the diagnostic possibilities available for disc herniation. We will address patient selection, imaging possibilities and clinical information needed to provide a correct diagnosis. The attending physician will have an overview of the material and methods available on non interventional imaging procedures such as fluoroscopy, computed tomography and magnetic resonance, as well as interventional procedures such as provocative discography, CT discography and myelo-CT. Anatomic landmarks will be presented and dynamic MRI's possibilities will be shown.
Before any diagnostic procedure the patient should be examined and present his clinical symptoms on a Visual-Analogue scale (VAS) for the dorsal, cervical or lumbar pain and describe the site of possible radicular pain and its VAS score. A specific chart of the painful areas, as well as other possible neurological defects (e.g. Hypoesthesia) should be drawn.
Especially for Interventional procedures, the use of intradiscal contrast injection and subsequent imaging Prof. A. Kelekis University of Athens Attikon University Hospital 2 nd Department of radiology Rimini 1, Haidari, Athens 12 464, Greece E-mail: akelekis@cc.uoa.gr by X-Ray, has been used prior to CT and MR to prove the presence of herniated disc, since the early 1940. With the appearance of CT, visualization of the contrast agent in plain film, followed by axial imaging and reconstructions has gained in popularity. Other tools have been incorporated to this examination, such as measuring of intradiscal pressure (or discomanometry), which seems to add useful information to the method. A variation of this technique is the evaluation of the produced pain during the intradiscal injection of contrast media, according to a pre-defined response, with the following classifications: no pain or pressure only, pain dissimilar to clinical symptoms, pain similar to clinical symptoms or exact reproduction of symptoms.
We will discuss pre-clinical and clinical data focusing the correlation between clinical manifestation, imaging and pathology. For Interventional procedures benefits and drawbacks are analyzed, as well as techniques to minimize potential risk of neurological damage.
In conclusion, this presentation on diagnostic procedures, will hopefully allow the interventional radiologist to choose the correct imaging technique before treatment and perform the interventional approaches in a safe and efficient way, minimizing the risk for his patient, while yielding all possible potential advantages.
